MISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEAI..'I'H AND WELFARﬁ}‘

—-62-040301

STATE FILE NUMBER

sy e | 2oy e ey Fioes s o v 1003t 10546 '
1. PI.ACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare
VS 300 o) a. COUNTY s. STATE [\/[ lo b. COUNTY admission)
L]
Rev. 4/59 % b. Cé'li'!\’ (1f outside corporate limits, give TOWNSHIP only} Length of stay in 1b [ COHRY Inside Limits
h] .
1 3 8 ST, LOUTS, MISSOURT oSt L oS @ oD
w c. f-{uC;-éP?‘TAATEO%F {1f NOT in hospital, give location) Inside Limits djs%EREETSS {If curside, give location) Reside on Farm
7 3 BARNES ITAL 4930 Fawli
2 107{3 INSTITUTION .HOSP Yes & No[J 5’3 ? GV l L) Yes O No [O
3 / - 3. NAME OF DECEASED First Middle Last 4. DATE Month " Day Year
(Type or print) DOFTH .
- ¢ BERTHA L. HATCEETT M OCTOBER 31 196
= 5. SEX 6. COLOR OR RACE 7. Marrisd YW Nover Married [J [8. DATE OF BIRTH | 9. AGE (last birthday) |IF UNhDER 1.YEAR l: UNDER 1”: HR
Widawed [J Divarced [J _ - Months | Days ours I “Min.
5 Fem. 2qro ' . 2-13-09 | 53 yrs.
| 104, USUAL OCCUPATION (Give kind of kvork dona | 10k, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and staté or country) | 12. CITIZEN Of WHAT COUNTRY
& urjng most of working life, aven if retired) d G A
R - ouisewite Cedarlrove, tennl {A.S. A,
7 9 13a. FA‘I'HER‘S NAME 13b, MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE '
—_— [/ 13
e Sidney Ha M:I&Y Krlav Gearqo Ha'[‘c,],,elt
8 / vl 15. WAS DECEASEDJEVER IN U.S. ARMED FORCES? 16. SOCIAL SEURITY NO. INF Address
< (Yes, no[\or{unknow ) I(If yes, give war or dates of service) G H 1— L .l_l_. ‘IL g — I
N I» eorac Nalehe 364 Farlin
ot - 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c}. INTERVAL BETWEEN
10 < E ART I. DEATH WAS CAUSED QONSET AND DEATH
8 w = IMMEDIATE CAUSE (2) CEREBRAL HEMORRHAGE 3 WEEKS
1 0o o
— 2 (g ol
12 2| a Conditions, if sny,]  DUE TO (b} AURICUID AL
I, = |5 which gave rise to B
II|Z sbove c':u:e d(a], ﬁ 5
= stating the under- 7
13 = lying cause last. DUE TO (e}
g z PART 1I. CTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART IIl. 1f deceased was female was
‘5‘& g disease condition given in PART | (a) - there a pregnancy in last 90 days.
v
E § ]D Ye!_l ] No | O Unknown
g E 19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter natura of injury in PART | or PART Il of itern 18.)
o PERFORMED? | O @]
o
> (] Yes NOO
-
z |2 I | “20c.TIME OF  Hour  Month, Day, Year
E a INJURY a.m.
: 8
E [ ] 20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE AT WORK [] farm, factory, street, office bidg., etc.}
5 NOT WHILE AT WORK [J
o e Q
h .
S O & é 21. | attended the deceased fro SEPI‘ 6 " tom_ﬂ.’_l.%a_and last saw h,er:, alive QLML,L
@ g o Death occurred at e mjﬁmlv_m on the date stated above, and to the best of my knowledge, from _the causes stated.
[TT] =
ot Wl =2 LE P 22b. ADD - e 22¢. DATE SIGNED
5 &9 of | =¥ BARNES HOSPITAL
- | 2 S oD 11 l1 f62
Y 23a, BURIAL, CREMATICN, b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or coumy) fStard)
d [a] REMO\(AL (Specify) _ _ (‘ -(— .
-4 Z 11-5-62 | Cireenwpad Samelery T L.auls. 10
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY Loc REG. r;GlsmARs NATU
2| Hom e 4469 Wasbugd N
—
~ F|Rruce i‘uno ral Home éq QS minglon NOvV_ 3 TQS') 2. .
=
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- STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student ' Signede

Signature of Student Embalmer
. - " Licensed Embalmer No. %{?7

P. O. Address

'
.- -

. . oo T ~A o~ - .
‘ Nofe: The above MUST BE SIGNED BY- THE LICENSED 'EMBALMER: in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). -
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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